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DECLARATION by APPLICANT: aTiTs §W Wwey 71:

1) | hereby confirm that af detals in ihis Form are True 10 the best of my knowledge. Any feise staement will rendsr my Appiication & onpoing sssistance, I any,
ke for rejecion/cancelaton

2} | sodemndy confirm ifal sssistance, If recenved from Koshika Foundation, will ba used only for the “purpose”, as staled in (his Form, for which such sssistance
was requested by me

3) | ooty confirm that | have nol & will nol m luture, evasl of resmbursemant, in part o in full, from any ofher sourcesmpioyerfmsurance company, of e amount
for which this asssiance ls requesied
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AGREEMENT by APPLICANT (ssits g wo1)

1} By affluing my signature or thumb impression on this Form, | (Applicant) herebry agres & sulhorise Koshika Foundation and s Trusieos to
usefpublaf'pul-up/reproduce my name, address. photo & details of the “purpose”, lor which such assistance is requosied/granted, through sny
medium, including bul nol limited (o verbal, print, electronic, for soliciling donations for Koshilis Foundation andior disseminsting informaton about if's
aciivitienlachievements. Such use of my phoio & detalls can be made by Koshiies Foundaiion before or afier my troatrment or fuliment of the *purposs’
for which assisiance i being requesiod

2 1 {Applcant) further agree thal any such use of my name. addrass. phole & detalls of the “purpose’”, for which such assistance i reguesied/granied,
will not automatically entitle me for recelving of continuing the sald sssistance. The decision fof granting and/or continuing the assisiance wil rest solely
with tha Trustees of Koshie Foundation, and their decision ia thia regand will be final and sccaplable ko ma
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AGREEMENT by HOSPITAL (WwwH® £ W)

By affixing hereunder, signature of cur Authorised Signalory for recommanding ihis casa/patient lor financial assisiance Irom Kashika Foundation, we
(Hospital) hereby affrm & accept following:

1) thai we neither are presently nod will in iuture sved of financial asssstunce from anofher NGO or any cifver source, for the same patenlcese, s we afe
raquesting to ged from Koshika Foundation, to the exieni ihat such assisiance is granted by Koshika Foundation. if the reguesied assstance s not granted
by Koshiea Foundsiion, in par of in full, then the Hospital resecves ITs right (o make up the shortfall from another NGO of any ofher source. This
confirmaton eassentialy siates thal the Hospllsl will not avall any duplicate assistance for the same patienticase from any other NGO or any other sowce
2) The ssaistance from Koshika Foundation ks enly financial A natute. Tha chiolcs of the trealment/procedure advisediconductad by the Hospital on Ihe
patieni, i based on tha sTangement batween the patient & the Hospilal, and is in no way influsnced by Koshika Foundation. Henor, the Hospita will
assume sole & complate responsibility of the treatment & I's oulcoms & ssfety of the patienl, and Koshiks Foundation will have no role o responsibility
in the matier.
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